The control of venereal disease in Poland is based on the following fundamental principles:
(I) The prevention and treatment of venereal diseases is a task of the State Health Service.
(2) It is the duty of every citizen who has reasonable grounds to believe that he is infected with, or knows that he is suffering from, one of the venereal diseases, to submit to medical examination and, if found to be suffering from venereal disease, to submit to the required treatment as well as to the post-treatment follow-up. He should also give the interviewer all assistance in tracing the source of infection and other contacts.
(3) Every patient suffering from venereal disease has a right to free treatment by the State, but if he prefers he may be treated at his own expense by a private physician of his own choice.
The essential elements of this system are:
(1) Universal, obligatory, free treatment; (2) Case-finding and case-reporting; (3) Contact investigation; (4) Health education.
Legal Basis of V.D. Control in Poland
The decree of 16 April, 1946, concerning the control of venereal disease in Poland outlined the principles of gonorrhoea control. It defined the tasks, rights, and duties of the health service; the duties and rights of private physicians; the duties and rights of patients and persons suspected of being infected; and the administrative and epidemiological responsibilities of the health service, with the principles of prevention, treatment and posttreatment follow-up of gonorrhoea and syphilis. * Paper read at the European Symposium of the I.U.V.D.T. at Cracow, Poland. in September, 1960. Every physician and senior "Feltcher" who diagnoses a case of venereal disease is required by law to interview the patient to obtain information about his contacts. This interview may be carried out by a physician, trained special nurse, or contact investigator, but at present, because of the lack of trained contact investigators, the patient is usually interviewed by the doctor.
The contacts located are asked either by letter or personally by a social nurse to report for examination or to submit a certificate of examination completed by a private specialist. If the contact does not report for examination after two requests the local police are asked to bring the suspect for examination. Table I shows the percentage of patients reporting contacts to interviewers for the period 1955 to 1959; in none of those years did it reach 100 per cent. Table II shows the response of patients to contact interviewing, the efficiency of the V.D.C.C. staff in locating and bringing to examination the contacts elicited by the interviewer, and the percentage of cases found as a result of the interviewer's work. These percentages are rather low because the physician may not have enough time to persuade the patient to name his contacts and often lacks the knowledge, skill, or even willingness to interview a patient properly because there is often inadequate provision for privacy in contact interviewing; and because the patients are reluctant to name their contacts. Prophvlaxis.-This being an indispensable part of the work of the V.D.C.C., the physicians are expected to take an active part in directing and managing V.D. education, to undertake the examination of suspected groups where necessary, and to organize contact investigation.
Professional Advice and Instruction.-Specialists working in the provincial V.D.C.C.s are ready to advise the non-specialist health centres in their districts. The district health centre may provide out-patient treatment, and if a general practitioner takes over the treatment he is obliged to use the regulation methods and dosage schedules. The district health centres are not usually equipped with special diagnostic equipment and is not obliged to perform other special functions such as contact investigation.
There are also rural health centres where a physician visits on certain days each week, and his function in V.D. control is like that of the V.D.C.C. The rural centres are managed by "Feltchers", who have the right to diagnose gonorrhoea and, if authorised by a physician, to treat uncomplicated gonorrhoea on the doctor's advice.
A specialist physician practising privately is also entitled to diagnose and treat a patient by himself. He is obliged, like the rural centres, to report his cases and their contacts, to keep his patients under observation, and report those who default from treatment or follow-up.
The General Practitioner.-In principle, the diploma of a physician entitles him to diagnose and treat venereal diseases; thus de jure he has the same rights and duties as a specialist in venereology. This situation sometimes leads to complications, because the general physicians very often neglect case and contact reporting, especially as regards gonorrhoea.
IN-PATIENT TREATMENT.-The in-patient skin clinics are teaching establishments, of which there are ten dependent on the medical academies. The professional staff and their equipment ensure the highest level of diagnostic and medical skill as well as of professional advice. The dermatological wards of the provincial and city hospitals, in principle should be headed by top grade specialists, but in fact, some are still headed by lower grade specialists.
Epidemiology
During the Nazi occupaton of Poland and immediately after the end of hostilities, the incidence of venereal diseases increased considerably, espec- The figures in Table IllI show the influence of the activity of the health service after the introduction of penicillin and the great socio-economic changes which occurred in post-war Poland. The remarkable fall in notified cases of gonorrhoea between 1948 and 1950 probably represents fairly accurately the epidemiological situation at that time. This fall resulted from the antivenereal campaign and the stabilization of life in comparison with the stormy post-war period. After 1950, certain other additional factors reduced the reliability of these data. Factors favouring the further decrease in incidence are:
(1) Antivenereal campaign carried out in 1948-1950. (2) Widespread use of penicillin in different diseases ("penicillinization").
(3) Intensified action against hooliganism and prostitution (1955) (1956) (1957) (1) Waning interest of the public and to a certain degree of the health authorities in V.D. control during 1951-1956. (2) Increased industrialization with the formation of large workers' centres where young people of both sexes live in conditions facilitating sexual promiscuity.
(3) Increased consumption of alcohol between 1950 and 1955.
(4) Increase in prostitution, which had been inconsiderable before 1950.
Other factors impairing the reliability of the official data by reducing the number of reported cases are:
(1) Incomplete case-reporting by general physicians, who because of the simplicity of modern therapy, are treating gonorrhoea more often than before.
(2) A lower level of contact-finding at present.
The sex ratio for gonorrhoea is constantly changing. The male : female ratio in 1950 was 1 9 : 1, and increased in 1959 to 2 4: 1. The sex ratio for manifest early syphilis in these years being 0 9 : 1 and 1 4: 1. These figures suggest the increasing importance of prostitution in the spread of venereal diseases in Poland in recent years.
Another explanation is that gynaecologists often treat their female patients without diagnosing gonorrhoea. This is supported by the results of a study in Szczecin where microscopic evidence of gonorrhoea was found in 1-2 per cent. of women seeking medical advice in a gynaecological dispensary because of vaginal discharge.
The result of mass treatment of women with penicillin has been demonstrated in a study carried out in an isolated fishery base where numerous cases of gonorrhoea had been found previously. The plan was to inject every woman between the ages of 16 and 50, under the pretext of antityphoid vaccination, with 600,000 units procaine penicillin, 0 5 g. streptomycin, and a half dose of antityphoid vaccine. Men who were not infected with gonorrhoea were given only one injection of antityphoid vaccine. In fact only 95 per cent. of the group was treated, but during the next 3 months the incidence of gonorrhoea in men fell from 65 to 25, and in women from 18 to 9 cases per month. This improvement has naturally not lasted long.
To gain more knowledge about the morbidity of gonorrhoea special epidemiological studies have been undertaken; Tables IV, V, Another study was undertaken in 1956 in an area with a high incidence of gonorrhoea to gain more information about infected female contacts (Table  VII , overleaf). The investigation was undertaken during three summer months in two large sea-ports (Gdansk and Szczecin), two industrial centres (L6dz and Walbryzych), and one spa (Jelenia Gora). These data do not justify any general conclusions and must be confirmed by further epidemiological studies as they seem to indicate differences in the nature of the problem in these two cities. 
